Background: A substantial fraction of familial colorectal cancer (CRC) and polyposis heritability remains unexplained. This study aimed to identify predisposing loci in patients with these disorders.
Family history is a major risk factor in colorectal cancer (CRC) aetiology. Familial aggregation of disease is observed in up to 25% of the cases and estimates from twin studies indicate that inherited genetic factors contribute to the development of CRCs in approximately 15% of cases (Kerber et al, 2005; Mucci et al, 2016) . It is generally accepted that a substantial proportion of CRC incidence is due to predisposition to non-malignant CRC lesions (e.g., adenomas, serrated lesions). Indeed, first-degree relatives of patients with colorectal adenomas have an increased risk of developing colorectal adenocarcinomas (Johns and Houlston, 2001; Tuohy et al, 2014) .
Only up to 14% of CRC predisposition can be attributed to the known Mendelian-inherited syndromes and common gene variants, suggesting that a substantial fraction of this heritability remains unexplained (Aaltonen et al, 2007; Dunlop et al, 2013; Jiao et al, 2014) . In support of this, linkage studies in CRC families have identified disease-associated chromosomal areas where predisposing genes have not yet been identified (Wiesner et al, 2003; Kemp et al, 2006; Neklason et al, 2008; Middeldorp et al, 2010) . Similarly, some regions, such as chromosome 1q41 (rs6691170, rs6687758 and rs11118883), identified in genome-wide association studies (GWAS) still have not led to the identification of functional CRC variants Spain et al, 2012; Zhang et al, 2014 ). Furthermore, one study measuring runs of homozygosity in search for recessive disease-causing loci, did not identify novel CRC predisposing loci (Spain et al, 2009 ). In recent years, advances in sequencing technologies have made it possible to identify germline susceptibility loci that were previously not encountered in linkage and association studies. For example, using a combination of sequencing and linkage studies germline mutations were identified in two DNA-polymerase genes (POLE and POLD1) (Palles et al, 2013) .
In this study, we searched for germline variants involved in colorectal neoplasm susceptibility using two independent genomic strategies. Homozygosity mapping analysis was conducted in a cohort of 302 index patients with various colorectal neoplasms, ranging from few to hundreds of polyps and 3367 controls. In parallel, a combination of linkage analysis and sequencing was performed in individuals from a large family with an extensive history of microsatellite stable CRC. Both strategies identified an association of chromosome 1q loci with these diseases.
MATERIALS AND METHODS
Ethics. The study was approved by the Medical Ethical Committee of the Leiden University Medical Center, Leiden, The Netherlands (protocol P01-019). Informed consent was given for further research at initial blood withdrawal for the homozygosity mapping cohort, family 68 and the MIA3 genotyping cohorts. Anonymised tissue samples were handled according to the medical ethical guidelines described in the Code Proper Secondary Use of Human Tissue established by the Dutch Federation of Medical Sciences (https://www.federa.org/) and informed consent was waived for the use of these samples by the Medical Ethical Committee (protocol P01-019).
CytoSNP array genotyping. A cohort of patients with multiple adenomas, previously described by (Hes et al, 2014) , and patients with o10 adenomas or a phenotype with predominantly serrated lesions, were included in this study. The clinical characteristics of the cohort are presented in Supplementary Table 1 . All cases were negative for known pathogenic variants in the MMR genes, APC (including mosaic APC), POLE, POLD1, MUTYH or NTHL1. A total of 343 cases were genotyped using the Illumina HumanCy-toSNP-12 v2.0 or v2.1 BeadChips (Illumina Inc., San Diego, CA, USA). For controls we used genotypes of 3367 individuals from the LifeLines cohort study (Stolk et al, 2008; Dolmans et al, 2011) . A total of 222 563 SNPs in 302 cases and 3367 controls passed quality control. The quality control procedure is described in Supplementary Methods.
Homozygosity mapping. SNP selection and homozygosity mapping analysis is described in Supplementary Methods. In total 78 582 SNPs were included in the analysis. Runs of homozygosity were compared between cases and controls using the Fisher's exact test (Po1.2 Â 10 À 6 ).
Genome-wide association study. A quantile-quantile (Q-Q) plot of the observed and expected P-values indicated differential genotyping between cases and controls. A genomic inflation factor (based on median w 2 ) l ¼ 1.23378 was applied to correct for the population bias between cases and controls. Genotype prevalence of 222 563 SNPs was compared between cases and controls using a w 2 allelic test with 1 degree of freedom. Odds ratio and its 95% confidence interval was also computed. Multiple test correction was done using false discovery rate estimation (Benjamini and Yekutieli, 2001) .
Family 68 characterisation. Clinicopathological data of family 68 family members were obtained from the national registry of The Netherlands Foundation for the Detection of Hereditary Tumours (http://www.stoet.nl) and are shown in Supplementary Table 2 . Peripheral blood was collected from 16 members of family 68. DNA was extracted using standard techniques. Index patient 68-01 had been screened and was found to be negative for known pathogenic variants in the MMR genes, APC, POLE, POLD1, MUTYH and NTHL1.
Linkage analysis. Fifteen family members of family 68, including one unaffected spouse, were genotyped using the GeneChip Mapping 10 K Xba 142 array (Affymetrix Inc., Santa Clara, CA, USA). Data was previously described (Middeldorp et al, 2010) . SNPs with a call rate below 90% were excluded from further analysis. A total of 9131 SNPs had a valid annotation. Genotypes incompatible with the family relations were removed using pedcheck. Non-parametric linkage analysis was performed with MERLIN (Abecasis et al, 2002) using S-all scoring (Whittemore and Halpern, 1994 ) with the exponential model (Kong and Cox, 1997) . Patients diagnosed with CRC before 60 years or with colorectal polyps before 55 years were considered affected. Other family members were classified as unaffected.
Exome and whole-genome sequencing. Exome sequencing was performed on family 68 DNA samples (68-01, 68-08, 68-11, 68-15 and 68-17) using HiSeq (Illumina) or Complete Genomics (Complete Genomics Inc., Mountain View, CA, USA) sequencing technology (Carnevali et al, 2012) as described in Supplementary Methods. Samples (68-07, 68-11 and 68-15) were sent to Macrogen (Macrogen Europe, Amsterdam, The Netherlands) for wholegenome sequencing (Supplementary Methods). Variants with a population frequency40.01 (in 1000Genomes, ExAC, ESP or GoNL databases) were excluded. For the analysis of the exome sequencing data, we selected variants predicted to be coding or affecting splice-sites. In the whole-genome analysis, we prioritised the non-coding variants which were present within the linkage peak based on regions under strong negative selection, as previously described (Khurana et al, 2013 (Pardini et al, 2013) . All carriers were validated by Sanger sequencing and the existence of a common ancestor was excluded using STR profiling (Supplementary Methods). Additionally, MIA3 genotypes were extracted from a European cohort of 7534 CRC patients and 18 417 healthy controls that were genotyped using OmniExpressExome BeadChip 8v1.1 or 8v1.20 (Illumina) (Timofeeva et al, 2015) .
Somatic MIA3 mutation analysis. Tumour DNA of 47 microsatellite stable CRCs was screened for somatic MIA3 mutations ( Supplementary Table 3 ). Paired tumour-normal DNA samples of MIA3 p.Asp1432Glu carriers (68-1 and both carriers identified with screening) were screened for second hits in the MIA3 gene. Sequencing was performed with a custom multiplex PCR on the Ion Torrent Personal Genome Machine sequencer (Life Technologies, Grand Island, NY, USA) as described in Supplementary Methods. Synonymous and intronic variants were excluded as well as variants present in population frequency databases (in 1000Genomes, ExAC, ESP or GoNL).
For comparison, the somatic mutation data from 915 colorectal adenocarcinoma exomes (Muzny et al, 2012; Seshagiri et al, 2012; Giannakis et al, 2016) was retrieved from The cancer genome atlas (TCGA) using cBioPortal (Cerami et al, 2012; Gao et al, 2013) .
Quantitative real-time reverse transcriptase PCR. mRNA was isolated from fresh frozen tissue samples of 18 normal tissues, 32 colorectal adenomas and 18 colorectal adenocarcinomas ( Supplementary Table 4 ). mRNA isolation and quantitative realtime reverse transcriptase PCR were performed as previously described (Lips et al, 2008; van Roon et al, 2013) . MIA3 mRNA expression of the full-length isoform (primer sequences available upon request) was normalised to housekeeping genes CPSF6 and HNRNPM (van Roon et al, 2013). Group differences were tested with one-way ANOVA.
Allele-specific expression. Formalin-fixed, paraffin-embedded tissue blocks of MIA3 p.Asp1432Glu carriers were collected (caecum carcinoma and normal tissue; two serrated lesions, two adenomas and normal colon tissue). Total nucleic acid was extracted using the Tissue Preparation System (Siemens Healthcare Diagnostics, Tarrytown, NY, USA) (van Eijk et al, 2013) . Nucleic acid was treated with DNaseI (Fermentas, Thermo Fisher Scientific, Waltham, MA, USA) and converted into cDNA using the High-Capacity cDNA reverse transcription kit (Applied Biosystems, Foster City, CA, USA). Allele-specific expression analysis of the MIA3 variant was performed using 2 ml 25x diluted cDNA as template for the KASPar assay. Paired DNA was analysed to determine baseline amplification differences between the two alleles. Using the Cq values obtained for both alleles, the allelic dosage was calculated similarly to the Pfaffl method for relative gene expression (Pfaffl, 2001) .
Immunohistochemistry. Formalin-fixed, paraffin-embedded tissues blocks were available of 82 patients from the FACTS study (Hennink et al, 2015) (which included 18 serrated lesions and 97 adenomas with low-grade dysplasia) and a series of 15 anonymous colorectal adenocarcinomas. Formalin-fixed, paraffin-embedded and fresh frozen tissue sections of MIA3 p.Asp1432Glu carriers were stained. MIA3 immunohistochemistry was performed as described in Supplementary Methods. The intensity of MIA3 cytoplasmic staining was classified as negative-weak or moderatestrong. Normal mucosa was analysed when present in the tissue sections. MIA3 gradient expression was scored: maximal staining at the base of the crypts and decreasing towards the lumen (topdown), maximal staining at the lumen and decreasing toward the base of the crypts (down-top) or homogeneous staining across lumen and crypt (no gradient). Differences between tissue types were compared using a Fisher's exact test.
RESULTS
Genotyping and homozygosity mapping in colorectal neoplasm cases. We genotyped germline DNA samples from index patients affected with colorectal neoplasms ranging from few to hundreds of polyps (polyposis), with and without CRC. After sample and SNP quality control procedures and removal of ethnic outliers, the genotypes for 222 563 SNPs from 302 cases and 3367 controls were included. We removed SNPs with a MAFo0.05 or SNPs in linkage disequilibrium, resulting in 80 907 remaining SNPs. Using PLINK, we searched for runs of homozygosity containing X15 homozygous SNPs and spanning a region of at least 1.5 Mb. A total of 40 849 runs of homozygosity were identified in the cases and controls, with an average size of 2.73 Mb. Per individual a similar number of runs of homozygosity (10.4 vs 11.2) and a cumulative length of homozygosity (average 28.7 vs 30.5 Mb), were observed in cases and controls, respectively. On chromosome region 1q32.3, runs of homozygosity were overrepresented in cases compared to controls (2.0 vs 0.1%; P ¼ 0.0001), although not reaching genomewide significance after correction for multiple testing (Figure 1 ). This 1 Mb region of homozygosity (chr1:211 265 284-212 357 017), bounded by SNPs rs1338348 and rs11119874, was identified in six patients diagnosed with multiple polyps before 56 years of age; five out of six had 410 neoplastic lesions ( Supplementary Table 5 ). This region contains 10 coding genes and 2 small non-coding RNAs (UCSC gene database). No individual SNPs, including chromosome 1q SNPs rs11118883 and rs6687758, reached global significance in a GWAS analysis utilising the same SNPs.
Clinical characterisation and linkage analysis in family 68. In parallel to the homozygosity mapping analysis we performed linkage analysis in a family not included in the homozygosity mapping cohort. Updated clinical follow-up information warranted the reanalysis of a previously described Amsterdam criteria I fulfilling family affected with microsatellite stable CRCs without a known causative mutation (Middeldorp et al, 2010) . Fifteen individuals of this family (68-01 until 68-15) were genotyped using Affymetrix 10 K SNP arrays (Figure 2) . For non-parametric linkage analysis only individuals presenting with early-onset colorectal neoplasms (X1 adenoma before 55 years and/or CRC before 60 years) were considered affected. All affected family members developed less than 10 polyps. The clinical presentation of the late-onset patients included the diagnosis of CRC in an elderly patient at 88 years of age (68-13) and the identification of 1-2 adenomas during periodic colonoscopy screenings in three relatives, aged 56-60 years (68-02, 68-06 and 68-09). Furthermore, the linkage analysis included one family member without a history of polyps or cancer at 59 years of age and one unaffected spouse. We identified a region of suggested linkage (logarithm of odds (LOD)42.5; maximum LOD score ¼ 2.75) on chromosome 1q32.2-q42.2 (Figure 3) . No additional linkage regions were identified (LOD40.8). The linkage region spans 21.1 Mb (chr1:210 940 342-232 031 815) and overlaps with the region of homozygosity described above, located on chromosome 1q32.3. The whole region is predicted to contain 137 coding genes and 48 small non-coding RNAs (UCSC gene database).
Germline sequencing in family 68. To further investigate the chr1q loci identified with homozygosity mapping and linkage analysis, we focussed on the largest region, the linkage region in family 68. In search of disease-associated variants, exome sequencing was performed on DNA from five affected family members (68-1, 68-8, 68-11, 68-15 and 68-17) . Exonic or predicted splice-site variants with a maximum population frequency below 0.01 were selected. Three variants were shared amongst these five individuals (Table 1) , of which only one was located within the linkage peak; the c.4296T4A, p.Asp1432Glu variant in Melanoma Inhibitory Activity protein 3 gene (MIA3, also known as TANGO1 or TANGO). Additional variants identified within the linkage peak were not shared between the individuals ( Supplementary Table 6 ). Segregation analysis, using Sanger sequencing, showed that all family members presenting with early-onset colorectal neoplasms were carriers of the MIA3 p.Asp1432Glu variant, whereas one unaffected relative (68-04), one patient with a single polyp at 60 years of age (68-9) and one unaffected spouse (68-14) were noncarriers. The MIA3 variant was present in three late-onset patients (68-02, 68-06, 68-13) .
To investigate the presence of variants in non-coding regions on chromosome 1q32.2-q42.2, whole-genome sequencing was performed in three family members (68-7, 68-11 and 68-15). Of the known CRC risk alleles located on chromosome 1q (rs6691170, rs6687758 or rs11118883) all individuals carried the non-risk alleles with one exception, individual 68-11 was heterozygous for the rs6691170 allele. Next, heterozygous variants shared amongst all three individuals and with a maximum population frequency of 0.01, were extracted from within the linkage peak region. A total of 473 variants were identified, 51% were single nucleotide variants and 49% insertion or deletions (81% in genetic repeat sequences). In total 33 variants were located within the homozygosity mapping region located on chromosome 1q32.3. Within 1 Mb of the MIA3 gene 45 variants were identified (chr1:221 791 444-223 841 354). In addition, one exonic variant was found (OBSCN: NM_001098623 c.4523T4A, p.Val1508Asp), which was not covered in the exome sequencing. Subsequently, we investigated variants located in regions under strong negative selection, i.e. non-coding regions harbouring an increased fraction of rare variants comparable to the coding region, which are subdivided into ultrasensitive (e.g., BRF2binding site) and sensitive regions (binding sites of some chromatin and general transcription factors). One variant, rs529680452, was identified in a sensitive non-coding element; in the binding domain of histone acetyltransferase KAT2A located in the 5 0 untranslated region of the DTL gene ( Supplementary  Table 7 ). Thus, the MIA3 p.Asp1432Glu variant seemed the most promising candidate for the colorectal neoplasm predisposition in this family and was selected for further investigation.
Prevalence of the MIA3 p.Asp1432Glu variant. The MIA3 p.Asp1432Glu variant is present at low frequencies in public genotype databases; 0.01% the in ESP database (1/5997), 0.05% in the ExAC database (55/59 662) and 0.1% in the Genome of The Netherlands project (1/498). We performed or collected additional genotyping data of 10 554 cases and 21 480 controls. Analysis over all cohorts revealed an allele frequency of 0.02% in both cases and controls; separate frequencies per cohort are shown in Supplementary Figure 1 . KASPar genotyping of the Dutch CRC cohort identified two additional carriers of the p.Asp1432Glu variant. No carriers were found in the cases used for homozygosity mapping.
Clinical characterisation MIA3 p.Asp1432Glu carriers. STR profiling provided no evidence of a recent common ancestor between the 68-01 and the other two carriers. One patient has a positive family history of both CRC and adenomas and has a confirmed germline deletion in MSH2. This patient developed a microsatellite instability-high (MSI-H) caecum tumour at age 44. The other patient had no germline mutations in CRC genes and no known family history of disease. The patient developed microsatellite stable rectal cancer at 40 years and underwent a hemicolectomy of the left-sided colon and rectum at age 56 after developing 420 polyps (both adenomas and serrated lesions).
MIA3 somatic mutations. We performed targeted somatic mutation screening of MIA3 in tumour DNA from p.Asp1432Glu MIA3 carriers. In the MSI-H tumour a somatic mutation was present (c.55701G4A, p.Gly1857Asp). No second hits in MIA3 were detected in the other tumour samples. In addition, MIA3 was screened in 47 familial microsatellite stable CRCs. Somatic nonsynonymous MIA3 mutations were observed in 6.4% of the tumours ( Supplementary Table 8 ). Our findings are in line with the somatic mutation frequency of 4.5% in 915 colorectal adenocarcinomas from TCGA.
MIA3 mRNA and allele-specific expression. Using quantitative real-time PCR, MIA3 expression was quantified in mRNA isolated from normal tissues, colorectal adenomas and colorectal adenocarcinomas. High variability in expression was observed within each group and showed no significant difference in expression between the groups (P ¼ 0.684; Figure 4A ). We investigated the allele-specific expression of the MIA3 variant in tissues derived from p.Asp1432Glu MIA3 carriers. mRNA expression of the mutant allele was three times higher in normal tissue samples and more than four times higher in colorectal neoplasms ( Figure 4B ).
MIA3 protein expression. To better understand the potential role of MIA3, we examined MIA3 expression in precancerous colorectal lesions and colorectal carcinoma tissue sections. A general decrease in MIA3 expression was observed in adenocarcinomas compared to normal mucosa (13 vs 46% moderate-strong staining; P ¼ 0.04; Figure 4C ). Notably, higher MIA3 expression was seen in colorectal polyps, 67% of serrated lesions and 70% of adenomas showed moderate-strong staining (P ¼ 0.18, P ¼ 0.006, respectively, compared to normal mucosa). A gradient in MIA3 expression was observed in polyps (representative tissue sections in Supplementary  Figure 2 ), while no gradient was present in normal mucosa. In serrated lesions MIA3 expression was highest at the base of the crypts and decreased towards the lumen (down-top gradient), while in adenomas the inverse gradient was observed (top-down gradient) ( Figure 4D ). In tissue sections from p.Asp1432Glu carriers, the MIA3 expression was highly variable but not distinctive from noncarriers. These results mainly show high inter-and intra-patient heterogeneity, independent of the MIA3 p.Asp1432Glu germline variant.
DISCUSSION
To date, genetic association studies have reported many SNPs associated with either CRC or multiple adenoma susceptibility, including rs6691170, rs6687758, rs11118883 located on chromosome region 1q41 (Spain et al, 2012; Theodoratou et al, 2012; Montazeri et al, 2016) . In contrast, homozygosity mapping studies have been less successful in the identification of predisposition loci in CRC and other types of cancers, indicating that recessive syndromes might be less frequent in genetic predisposition to cancer (Spain et al, 2009; Enciso-Mora et al, 2010; Hosking et al, 2010; Sud et al, 2015) . In this study we found a recurrent region of homozygosity located on chromosome 1q32.3 (chr1:211 265 284-212 357 017) in patients with a mixed early-onset colorectal neoplasm phenotype. For this study we included patients with a large spectrum of cancerous and precancerous colorectal lesions, as known hereditary CRC syndromes also have a highly variable clinical presentation. None of the runs of homozygosity or single SNPs in our GWAS analysis reached significance with the genomewide thresholds, which mainly reflects a lack of power and underscores the need for larger sample sizes. In a highly overlapping cohort, two variants significantly associated with disease, rs3802842 (chr11q23) and rs4779584 (chr15q13), however, only 16 SNPs were tested (Hes et al, 2014) . Hence, despite adjustment for multiple testing, the association between early-onset colorectal neoplasm risk and chromosome 1q32.3 in susceptibility to multiple colorectal neoplasms warrants further investigation.
Furthermore, a linkage peak was identified in 15 individuals from a large family with an extensive history of microsatellite stable CRC and polyps located on chromosome 1q32.2-42.2. As an individual finding the identification of the linkage region in a single family or the region of homozygosity in the colorectal neoplasm cohort might not provide compelling evidence for the involvement of this region. However, together the linkage region, the 21.1 Mb region of homozygosity and previously described predisposing and protective CRC risk alleles (Spain et al, 2012) located in a highly overlapping region are suggestive of a broadbased association of chr1q and CRC predisposition. Therefore we decided to further investigate this association by focussing on the broadest, most inclusive region, which was the linkage region identified in family 68.
Although the family presented with a dominant pattern of inheritance, we proceeded with the screening of rare genetics variants in family 68 looking into heterozygous, homozygous and compound heterozygous variants within the linkage region. Based on exome sequencing results, the most likely candidate variant for predisposition was the heterozygous MIA3 c.4296T4A; p.Asp1432Glu variant. MIA3 (also known as TANGO or TANGO1) is a cargo receptor localised to the endoplasmic reticulum and facilitates the trafficking of collagens to the Golgi apparatus (Wilson et al, 2011; Ishikawa et al, 2016) . The p.Asp1432 amino acid is located in the cytoplasm in the first out of two coiled-coiled domains of MIA3 (amino acids 1211-1440) (Saito et al, 2011) . This region may interact with still unidentified intermediates of this transport carrier complex and we hypothesised that missense variants may stabilise or destabilise these protein interactions. MIA3 was shown to promote angiogenesis and lymphangiogenesis in oral squamous cell carcinoma (Sasahira et al, 2014) . Furthermore, patients with MIA3-positive squamous cell carcinomas have a significantly shorter disease-free survival than patients without MIA3 expression (Sasahira et al, 2016) . However, downregulation was observed in melanomas, hepatocellular and colon carcinomas (Arndt and Bosserhoff, 2006; Sasahira et al, 2014) . To our knowledge we are the first to describe an increased protein expression in colorectal adenomas, which might indicate a tumourigenic role of MIA3 in the development of these precancerous lesions. In addition, our data showed a tissue gradient in adenomas and the inverse gradient in serrated lesions, possibly correlated to the proliferating cells in these polyps. At the mRNA level no differences were observed between adenomas, carcinomas and normal colon tissue.
No differential protein expression was observed in tissue from carriers and non-carriers of the MIA3 p.Asp1432Glu variant, although only a limited number of tissue blocks were available from carriers. In addition, genotyping data did not support the involvement of this MIA3 variant in CRC predisposition, based on similar allele frequencies in cases and controls. The observed allelic imbalance of the p.Asp1432Glu MIA3 allele in carriers could possibly be explained by the presence of regulatory variants in linkage, leading to the up-regulation of the mutant allele compared to the wild-type allele in these individuals.
To investigate the possibility of non-coding variants underlying CRC predisposition in family 68, whole-genome sequencing was performed. We focussed on heterozygous variants within the linkage region due to the predicted dominant pattern of inheritance in this family. In total 473 heterozygous, shared, rare variants were identified. One additional coding variant, OBSCN p.Arg4213His, was identified in a region not covered by the exome sequencing analysis. The OBSCN gene codes for obscurins, giant cytoskeletal Rho-guanine nucleotide exchange factor proteins, that interact with cytoskeletal calmodulin and titin (Young et al, 2001) . The OBSCN gene is frequently mutated in CRC and other cancers, however, to date, research lacks to support an association of germline variants and increased cancer risks (Sjoblom et al, 2006; Balakrishnan et al, 2007; Huhn et al, 2014) .
As no regulatory elements of MIA3 have been described, we selected variant located between 1 Mb up-and down-stream of the MIA3 gene and identified 45 variants (Sotelo et al, 2010) . None of these variant were located in regions under strong negative selection (Khurana et al, 2013) , such as regions important for transcription factor binding, and therefore additional research is needed to investigate the effect of these 45 variants on MIA3 transcription. Of the 473 variants only one was present in a region under strong negative selection, a rare variant (rs529680452) in the binding domain of histone acetyltransferase KAT2A located in the 5 0 untranslated region of the DTL gene. Denticleless E3 ubiquitin protein ligase homologue, encoded by the DTL gene, is upregulated in various cancers, including CRC, and it is reported to play a crucial role in carcinogenesis (Cheung et al, 2001; Pan et al, 2006; Ueki et al, 2008; Baraniskin et al, 2012; Kobayashi et al, 2015) . Variants in transcription factor binding sites have previously been associated with an increased risk of cancer, the most well studied are longrange enhancers of MYC (Ahmadiyeh et al, 2010; Sotelo et al, 2010) . The DTL variant is one out of 33 non-coding variants located in the 1 Mb region identified with homozygosity mapping analysis on chromosome 1q32.3, which are also interesting candidates and warrant for further investigation.
Taken together, this study identifies, with two independent strategies, a genomic region on chromosome 1q which is associated with the predisposition to CRC and multiple polyps. Several other studies have pinpointed this region in CRC genetic association studies. Novel comprehensive approaches are required for the identification of functional variants predisposing to CRC, possibly affecting regulatory elements or non-coding RNAs.
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